Introduction
The integration of psychiatry into the general hospital services is an important contemporary trend. Lipowski (1967a) has called it 'one of the most significant developments in American psychiatry since World War II', and it is part of official policy for the development of the National Health Service in England and Wales (Department of Health, 1970) .
Concomitantly with this trend there has grown up a considerable literature on general hospital psychiatry. This ranges over consultation and 'liaison' services (Fleminger & Mallett, 1962; Kenyon & Rutter, 1963; Eilenberg, 1965; Kornfeld & Feldman, 1965; Engel, 1967; Crisp, 1968) , the treatment of patients with formal psychiatric illness within general medical wards (Brook & Stafford-Clark, 1961) and comprehensive general hospital psychiatric units (Silverman, 1968; Hoenig & Hamilton, 1969; Watson, Bennett & Isaacs, 1970 
Results

Sources ofreferral
The majority of patients (81%) were referred from the medical wards, with a much lower rate of referral from the surgical (12%) and obstetrics and gynaecology (7%) departments. This discrepancy remains large even if suicide attempts, the great majority of which are admitted to medical wards, are excluded. Other studies have shown similar results (Fleminger & Mallett, 1962; Kenyon & Rutter, 1963; Eilenberg, 1965) .
The referral rates for non-medical patients are most unlikely to reflect the true incidence of psychiatric disorder amongst these patients (Zwerling et al., 1955; Hockaday, 1961; Baird, 1969) . Even medical referrals are probably an underestimate of the frequency of psychiatric disturbances (Helsborg, 1958; Culpan & Davis, 1960; Denney, Quass & Rich, 1966; Richman, Slade & Gordon, 1966 (Mechanic & Volkart, 1961) and such distress has also been shown to affect the outcome of medical treatment (Querido, 1959) . In the 'illness' group, problems of management were prominent, particularly those of drug toxicity and interaction (Shepherd, Lader & Rodnight, 1968; Alexander & Nino, 1969; Prescott, 1969) .
For this and other reasons explanation and reassurance was frequently more important than medication in these cases, especially when physical illness or the effects of operation could be expected to remit or be relieved. In some instances, however, relief was not possible until the depressive symptoms were first effectively dealt with. It is also noteworthy that depression secondary to physical disability may respond to antidepressants even when the disability cannot be relieved (Mindham, 1970) .
Organic disorders
An important feature of the material is the considerable incidence of organic disorders: 15-5% of the entire material; more realistically, if suicide attempts are excluded, 23%. This is considerably higher than the percentage in most other general hospital studies (Fleminger & Mallett, 1962; Kenyon & Rutter, Eilenberg, 1965; Kornfeld & Feldman, 1965) .
The organic disorders diagnosed are further detailed in Table 3 .
The six patients with dementia were referred primarily for advice about disposal. Investigations did not identify any of the remediable conditions known to cause dementia (Roth & Myers, 1969) . Two of the cases of cerebral tumour diagnosed are discussed later. The third patient was admitted because of a suicide attempt. An organic pattern of headaches led to investigation and the detection of a pituitary adenoma.
The confusional states are further discussed below.
Psychosomatic disorders
The classical psychosomatic disorders were rarely referred. This is a general finding: Lipowski (1967b) found that of 808 referrals reported in the American literature only 6Yo were so diagnosed.
However, twenty-two patients were referred because of somatic symptoms suspected of being psychogenically determined. A variety of symptoms (Ross Russell & Pennybacker, 1962) , and the pernicious anaemia appeared to be the significant pathology.
Trhtment of this produced considerable improvement both in her ability to manage her daily life and in psychological test results.
Psychiatric disturbance due to pernicious anaemia is well recognized and it has been suggested that vitamin B12 deficiency in the absence of anaemia may also cause such disturbance, particularly in the form of confusional states and dementia (Holmes, 1956; Smith, 1960; Strachan & Henderson, 1965) . That it may be coincidental, however, is illustrated by the first case, and by other reports in the literature (Shulman, 1967 (2) The importance of major surgery as a cause of psychiatric disturbance is being increasingly discussed (Kemph, 1969) . The author has surveyed the psychiatric complications of open-heart surgery independently of the referred material and has confirmed that such complications frequently go unrecognized (Abrahamson, 1971 (Kennedy, Linton & Eaton, 1962; Peterson & Swanson, 1964) ; hypoglycaemia (Rigg & Bercu, 1967) ; drug intoxication (Richet, de Novales & Verroust, 1970) and hypertensive crises. A considerable proportion remain unexplained however, and in the present series a specific cause was elicited in only one case-a hypertensive crisis due to toxaemia of pregnancy.
Tyler suggests that these confusional states occur particularly in individuals with pre-existing unstable personalities. This view was not supported by the histories of the patients in the present series. It was noticeable, however, that the florid nature of their symptomatology readily led to the assumption that they were severely, chronically emotionally unstable. This is a matter of considerable importance as such a view may prejudice their chances of being accepted for exacting treatments, especially long-term haemodialysis.
(3) Language and cultural difficulties are particularly important in acutely ill patients, in whom intense anxiety may be created if they feel unable to communicate their needs and uncertainties. This is particularly so if some degree of clouding of consciousness is present. Frightening misinterpretations then easily build up uncorrected. Amongst misinterpreted incidents that provoked intense anxiety in this series were unexpected moves back to intensive care facilities or to wards associated with an earlier stage of treatment, unexpected blood transfusions, intense scrutiny of monitoring equipment by staff, and nudity in the intensive care unit.
(4) Follow-up is particularly important in patients with somatic symptoms suspected to be psychogenic.
As will be discussed, diagnosis is tentative in many such patients and it is essential that this be frankly recognized, rather than the patients being fitted prematurely into a functional or organic niche. Attempted suicide Cases of attempted suicide, or self-poisoning, constituted numerically the single most important group of referrals.
There was little to distinguish this group from other reported series of attempted suicide (Stengel, 1964; Kessel, 1965; Stanley, 1969) . Typically, age and sex distribution showed a predominance of females and a concentration amongst the 20-40 age group whilst personality disorders and depression shared the bulk of the diagnoses. Table 4 shows the diagnoses in more detail. In each case, in addition to the primary diagnosis, other factors are tabulatedpersonality disorder, depression and social crises, which, whilst not sufficiently important to form the primary diagnosis, were relevant to the suicidal attempt and illustrate the complexity of the motivating circumstances. Table 5 shows the method of poisoning used. An unusual finding is the very extensive use of antidepressant drugs and the newer tranquillizers. It seems that these may be overtaking the more traditional barbiturates in popularity. Kessel (1965) commented on the rising importance of these psychotropic drugs, although in his series they still formed Numerically, the most important groups of referrals were the affective disorders and attempted suicides. The two main sets of precipitants of affective disorder differentiated, 'social' and 'illness' have been described, and the somewhat different problems they posed. Despite the feasibility of this differentiation, complex interactions between social, physical and psychological factors inevitably occurred and a simplistic view of depression (Miller, 1967) received no support from this material.
The suicide attempts showed a similar complexity of aetiological factors, and the importance of social precipitants in both groups emphasizes the range of interest and activity-including liaison with community social agencies-required of the psychiatrist in even the most technologically oriented centres.
The management problems set by suicide attempters have been described. These are universal, although in the present setting failure shows up particularly badly. A coherent and successful policy for dealing with these problems might do a great deal to improve the acceptance of psychiatrists in the: general hospital.
